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Introduction 
Thymomas are the most common primary 
tumours of the anterior mediastinum in adults, and 
are composed of a mixture of lymphocytes and 
epithelial cells in varying proportions, with scattered 
cystic regions of various size seen in 40% of thymo- 
mas pathologically (1). However, those that resulted 
in almost complete cystic transformation have 
been reported rarely (24). The present case report 
describes a patient with cystic thymoma that was 
evaluated pre-operatively by magnetic resonance 
imaging (MRI) and computed tomography (CT). 
Case Report 
A 46-year-old female was admitted to Tsukuba 
University Hospital because of cough and chest dis- 
comfort of 1 month’s duration. Physical examination 
was unremarkable. Chest radiography (Plate 1) and 
CT with contrast enhancement (Plate 2) showed a 
large lobulated mass in the retrosternal area. A 
striking feature was the presence of multiple cystic 
areas with a surrounding rim and septations of soft 
tissue density that enhanced after injection of venous 
contrast material. Magnetic resonance imaging 
showed an anterior mediastinal mass, in which the 
cystic part demonstrated intermediate to low signal 
intensity and the solid part demonstrated inter- 
mediate signal intensity in Tl-weighted image. 
T2-weighted MRI showed that the cystic part had 
high signal intensity and the solid part had intermedi- 
ate signal intensity. Lobulated internal architecture, 
separated by low-intensity lines, was visible (Plate 3). 
Magnetic resonance imaging showed no obliteration 
of mediastinal tissue planes between the pulmonary 
artery and the tumour. A pre-operative diagnosis was 
cystic thymoma. 
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The anterior mediastinal tumour, which attached 
to the phrenic nerve and the pericardium, was 
removed surgically. The gross pathologic finding was 
a well-circumscribed round tumour, measuring 
8 x 5 x 3.5 cm in size, located at the left side of the 
head of the thymus. At the cut surface, the tumour 
was encapsulated and lobulated of varying thickness, 
relatively hard hyalinous tissue. It was composed of 
cystic cavities filled with haemorrhage, necrotic tissue 
and whitish solid nodules (Plate 4). The microscopic 
finding revealed that the solid expanses within the 
walls of the cysts contained a dual cell population of 
epithelial cells, which were predominant, and small 
mature lymphocytes. The cyst had no epithelial 
lining. There was apparent capsular involvement and 
infiltration into the extracapsular mediastinal fat. 
The surgical margin was free of tumour cells. The 
patient was treated with radiation therapy. At the 
16-month follow-up, she is disease-free and doing 
well. 
Discussion 
According to Rosai and Levine, scattered cystic 
regions of various size are seen in 40% of thymomas 
pathologically (1). Although focal cystic changes in 
thymomas have been recognized as a relatively fre- 
quent occurrence, those that result in an almost 
complete cystic transformation have been reported 
rarely, usually in single case reports (2,3,5). On 
occasion, cystic changes are so extensive that solid 
components of the thymoma are reduced to small 
mural nodules attached to the capsule (6). In such 
instances, the lesions may be easily mistaken for a 
thymic cyst on gross and macroscopic examination. 
Other conditions that should be included in the 
differential diagnosis of cystic thymomas are 
Hodgkin’s lymphoma and cystic teratoma (6). 
Hodgkin’s lymphoma may involve the lymph nodes, 
and the tumour itself is often lobulated and is usually 
adherent to or invading surrounding structures (7). 
Hodgkin’s lymphoma in association with thymic 
cysts is far from rare and is an important differential 
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Plate 3 T2-weighted magnetic resonance imaging showed 
that the cystic part had high signal intensity and the solid 
part had intermediate signal intensity. Lobulated internal 
architecture, separated by low-intensity lines, was visible. 
Plate 1 Chest radiograph on admission showing a large 
mass in the mediastinum. 
Plate 4 Cut gross surgical specimen of the mass. Cysts 
were filled with haemorrhage and necrotic tissue. 
Plate 2 Chest computed tomographic scan with contrast 
enhancement showing that the mass was located in the 
anterior mediastinum. 
diagnosis. Cystic teratoma often shows fatty compo- 
nents and areas of calcification (8). The detection of 
fat within a tumour would be helpful in diagnosing 
teratomas (8). Cystic teratoma is an important differ- 
ential diagnostic entity but is found most often in 
individuals under the age of 35 years. 
A number of diagnostic modalities proved helpful 
in evaluating cystic masses of the thymus (4). The 
most helpful modality has been CT scanning (9). 
Computed tomography can define the capsule of the 
cyst, identify the central fluid mass, and give an 
excellent representation of the relationship of the 
cystic mass to other structures in the mediastinum. 
Helical CT with both volumetric and 3-D reconstruc- 
tion is extremely useful in defining the boundaries of 
tumour masses and particular, vascular invasion. 
Recently, MRI has been shown to have a higher 
degree of diagnostic specificity for certain types of 
mediastinal tumour. To the authors’ knowledge, 
however, no MRI examination has been reported in 
any case of cystic thymoma in the English literature. 
Magnetic resonance imaging has proved to have an 
advantage over CT in the identification of vascular 
involvement of tumour by encasement, invasion or 
intraluminal tumour thrombus, finding that indicate 
unrespectable disease (10,ll). In this case, however, 
neither CT nor MRI was accurate in distinguishing 
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contiguity of the capsule from limited invasion of the 
mediastinum into extracapsular fat. As more experi- 
ence, such as a fat suppression image, is accumulated 
in MRI of cystic lesions of the thymus, it may be 
possible to develop criteria that permit more accurate 
pre-operative diagnosis, and mediastinal invasion by 
tumour. 
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